Case formulation is essential to the practice of medicine. It exists at the interface between assessment and treatment and is the process by which information is ordered, selected and integrated to arrive at a comprehensive treatment plan. While this process occurs informally (and often unconsciously), psychiatry is unique in holding to a formal process of formulation. I have often considered this one of our great contributions to medicine.
The fact that a special section of this journal is devoted to case formulation offers hope, since it is evidence of a renewed interest in formulation on the part of many psychiatrists as they re-examine the concept in their individual efforts to define and understand it. Perhaps this renewed interest in formulation will lead to further discussions and a consensus concerning the content and method of formulation.
The problem we face in teaching case formulation is demonstrated in the article by Fleming and Patterson. There is some disagreement among the directors .of residency programs on what is to be included in the formulation and a specific model. The directors and residents disagree on the amount of teaching that is offered and the expectations related to formulation. Fleming and Patterson conclude, "What is remarkable is that the process of formulating case material, widely recognized as being a core clinical skill, remains ill-defined and without agreement as to its content." They note, however, that there is agreement that we may require a standard model for formulation.
Weerasekera has attempted to develop such a model, using a grid to organize the information. The strengths of the grid methodology are that it ensures the information is ordered and that clinicians review the information available and their assessment to determine whether or not there are deficiencies in either. Weerasekera has helped us by broadly defining the elements and schools of thought to be considered. She has expanded the traditional biopsychosocial model to include more defined bodies of knowledge in the psychological and social spheres. She has also added a coping-response style and treatment section to the grid, so that it becomes a comprehensive means of viewing the patient and of planning Can J. Psychiatry Vol. 38, June 1993 344 treatment. In that, Weerasekera has helped us to define the "what" of formulation.
There is a risk in the use of grids, however, as we have discovered from a generation of residents who have used a nine-box matrix based on the biopsychosocial model and the predisposing, precipitating and perpetuating factors described by Kline and Cameron (1) well over a decade ago. Kline and Cameron presented a sophisticated model of formulation, which has been casually summarized in grid form. We seem to have forgotten that formulation is not found in the boxes of a grid; it is essentially the process of what happens between the boxes of the grid and the process of synthesis or integration. While grids are sophisticated tools, they must be used with sophistication to achieve their maximum value. Too many of us have not performed the integration required in the process offormulation, favouring instead the completion of content boxes. This, coupled with the lack of agreement on the what, how and why of formulation has contributed to the poor quality of case formulations.
The papers by Weerasekera and McDougall and Reade have addressed the need to integrate data as an essential step in formulation. McDougall and Reade have opened new considerations by describing the cognitive process required for integration. They call for more research into the specific cognitive steps required for integration. Weerasekera assumes the process of integration and looks at the ways in which it can lead to treatment.
If we were to follow the implications of these papers, our tasks would be clear: 1. Our teaching and practice of formulation must beemphasized and must beclearly defined. 2. We should work toward agreement about the content of formulation. 3. Our formulations must arise from a comprehensive assessment of the patient and be based on comprehensive, multifaceted information. 4. An essential component of formulation is integration synthesis. 5. Formulation should lead directly to treatment. 6. Research is required in to the way we develop formulation.
One further point, not made by these authors, is that we must still address whether case formulation makes any measurable difference in a patient's outcome. We believe that it does, and as such it must be promoted and practised. However, in an era where our practice must increasingly be based on proven effectiveness, there is an urgent need for research to answer this question.
